• A maximum allowable speech therapy benefit for duration of treatment or number of visits.
When this is present and the maximum allowable benefit is exhausted, coverage will no longer be provided even if the medical necessity criteria described below are met.
• Specific coverage exclusions for rehabilitative services for learning disabilities, developmental delays, autism, mental retardation and/or for treatments which are not restorative in nature.
• Specific coverage exclusions for behavioral training/treatment or services that are considered educational and/or training in nature. In benefit plans where this exclusion is present, services that are considered training such as voice therapy for conditions such as vocal cord polyps, hoarseness, respiratory papillomas, or intracordal cysts would not be covered.
• Specific coverage exclusions for myofunctional therapy for dysfluency (e.g., stuttering, spastic dysphonia or other involuntarily acted conditions) or functional articulation disorders (e.g., tongue thrust, lisp, verbal apraxia)
• Specific coverage exclusions for maintenance or preventive care consisting of routine, long-term, or non-medically necessary care provided to prevent recurrences or to maintain the member's current status If coverage is available for speech therapy, the following conditions of coverage apply.
CIGNA HealthCare covers speech pathology evaluation and therapy as medically necessary for a medically determined, severe functional impairment of speech, as noted on age-appropriate standardized tests that measure the extent of impairment, performance deviation, language and pragmatic skills assessment levels when ALL of the following criteria are met:
• An evaluation has been completed by a certified speech-language pathologist and the treatment recommended has the support of the treating physician.
• The therapy being ordered requires the one-to-one intervention and supervision of a speechlanguage pathologist.
• The therapy plan includes specific tests and measures that will be used to document significant progress every two weeks.
• Meaningful improvement is expected from the therapy.
• The treatment includes a transition from one-to-one supervision to a patient maintenance or caregiver level upon discharge.
CIGNA HealthCare does not cover any of the following speech therapy related programs, because they are training in nature and not medically necessary:
• any computer-based learning program for speech training purposes (e.g., Fast ForWord ® or other programs) • school speech programs or speech therapy already being provided in occupational therapy • group speech therapy (because it is not one-on-one, individualized to the specific patient needs) • maintenance programs of routine, repetitive drills/exercises that do not require the skills of a speech-language therapist and that can be reinforced by the patient or caregiver
General Background
Speech and language impairments can result from a variety of local, systemic and neurological conditions. Examples of local impairments are injury or localized disease of the vocal cords; tumors or growths that cause swallowing and speech difficulty; and congenital cleft lip or cleft palate. Neurological causes of speech and language problems include stroke and a variety of conditions, such as multiple sclerosis (MS).
The left hemisphere of the brain (i.e., the left sylvian fissure) is the origin of speech in almost all righthanded individuals. Left-handed individuals have areas of speech representation on both sides of the brain. The presence of a lesion in any language area of the brain can lead to aphasia.
Language is the brain's use of symbols for communication. Language is the unique human ability to communicate through symbols, whether spoken or written language, Braille, musical notation, or most forms of sign language. Language is distinct from speech, which is the verbal expression of language (Cummings, 2000[a] ).
Speech/Language Terminology
The following are some commonly used terms that are used to describe speech and language disorders or impairments:
• Aphasia: the inability to communicate through speech or writing; usually results from brain pathology • Aphonia: total loss of speech • Apraxia/dyspraxia: inability to form words or speak, despite the ability to use the oral and facial muscles to make sounds • Dysarthia: impairments or clumsiness in the uttering of words due to diseases that affect the oral, lingual or pharyngeal muscles; speech may be difficult to understand, but the ability to communicate is present • Dysphagia: inability to swallow or difficulty with swallowing 
Language Impairment
Language impairment is the inability to comprehend and/or appropriately use language. The impairment may involve the form of language (i.e., phonology, morphology, and syntax), the content of language (i.e., semantics), the function of language in communication (i.e., pragmatics), or any combination of the above. The term "language impairment" does not include dialectal differences, auditory processing disorders or selective mutism. Communication disorders may be categorized into developmental (functional articulation) or acquired (motor articulation) disorders (Johnson, 2005) .
Developmental-functional articulation disorders: These articulation disorders have no known attributable cause and may reflect difficulties in learning the regularities of phonology (the sound system of a language). Articulation disorders, also known as phonological disorders, involve the inability to produce individual speech sounds clearly and difficulty combining sounds correctly for words (e.g., tongue thrust, lisp, verbral apraxia). Atypical production of speech sounds is characterized by substitutions, omissions, additions or distortions that may interfere with intelligible communication. Dysfluencies are rhythm disorders that are usually characterized by the repetition of a sound, word or phrase (e.g., stuttering, spastic dysphonia or other involuntarily acted conditions).
It has yet to be determined whether an initial delay consistently warrants a diagnosis of expressive language disorder. Children with expressive language disorder do develop speaking skills but generally at a slower rate than their peers. During a speech/language evaluation, tasks and activities that determine a child's ability to use language for a variety of age-appropriate purposes should be used (Bressmann, 2005) .
For a child to be diagnosed with expressive language disorder, their standard test outcomes should clearly show that their language development is substantially below the normal range of expressive performance for a child's age, receptive performance and nonverbal intellectual performance. These measurements should also be severe enough to impair their academic performance or social communication. A hearing test should also be conducted to determine if the child is experiencing mild hearing loss as a result of transient or persistent ear infections or allergies. Should these conditions be identified, then medical management and monitoring should be used to minimize the effects that this could have on future language learning. Comorbid psychiatric disorders, environmental deprivation, pervasive developmental disorders, mental retardation, autism and selective mutism should all be considered in cases of language delay (Johnson, 2005 ).
There appears to be lack of evidence within the literature of when or even if interventions should be used for young children with early expressive delays (late talkers), because most acquire normal language functioning during the preschool years. Intervention(s) may not be needed unless persistent language delay is still present at the age of four or five. While others suggest that early intervention(s) might prevent or minimize later language, academic, and behavioral difficulties, direct and mediated interventions have been shown to promote short-term language growth in children with developmental language disorders (expressive and mixed) (Johnson, 2005) .
Acquired-motor articulation disorders:
These disorders involve damage to the central or peripheral neurological mechanism. They occur suddenly, at any age and often impair receptive and expressive language. The neurological insult may also affect cognitive, affective, gross motor, and speech motor skills, temporarily or permanently. Concurrent psychiatric behavioral and emotional difficulties may also exist along with speech disorders or learning disorders (Johnson, 2005) .
Voice Disorders
Voice disorders are caused by abnormal functioning of the laryngeal, respiratory or vocal tract. Causes of abnormal functioning may include habitual voice misuse, allergies, trauma, neurological or psychological disorders. The ability to produce speech is present; it is the voice quality, pitch, resonance or duration that is affected (National Library of Medicine, [NLM], 2007). The estimated prevalence of voice disorders in children ranges from 6-23%. In adults, the prevalence of voice disorders has been estimated to be between 3-10%. Prevalence varies across the life span; in children, boys tend to have more voice disorders, probably due to more aggressive vocal behavior. By adolescence, the prevalence is roughly balanced. In adults, voice disorders are more frequent in men and appear to occur in adults ages 45- • Psychogenic dysphonias that occur suddenly, often following a cold or laryngitis in combination with a high level of life stress or emotional upheaval. Patients with psychogenic voice disorders present with severe aphonias or dysphonias, despite intact vocal anatomy and physiology. Postmutational falsetto (in male patients) or juvenile voice (in female patients) puberphonias have been associated with a resistance to adolescence and adulthood or a feminine self-identification (in male patients).
• Hyperfunctional voice disorders may be due to vocal abuse or misuse and have an underlying psychogenic dimension. These disorders may include elective or selective mutism that is predominately seen in younger children. They possess normal speech and language but refuse to use it because of emotional or psychological distress.
• Neurogenic disorders are related to disturbances in the nervous motor control system. Peripheral vocal cord paralysis can be caused by strokes, degenerative disorders, mechanical trauma during operations or accidents, or viral infections. They may be uni-or bi-lateral, and the location of the nerve lesion along the nerve determines the position of the affected fold and the resulting consequences of breathing, swallowing safety, and speech. Central nervous system lesions have a general impact on the whole speech-motor system on all levels. These lesions, according to their location, may result in dysarthria that is spastic, hyperkinetic, hypokinetic, ataxic, or a pseudobulbar movement disorder. Examples of neurogenic disorders include: spasmodic dysphonia or idiopathic paradoxical vocal fold movement.
Treatment for Voice Disorders
Determining Other Medical Conditions-Gastroesophageal Reflux Disease (GERD): Acid reflux from the esophagus can lead to esophagitis with ulcerations or granulomas on the posterior aspect of the vocal folds or the arytenoids cartilages. This condition can lead to chronic laryngitis or other voice disorder.
Reflux esophagitis with irritation of the larynx may also be the result of self-induced vomiting in bulimic patients. Pharmacotherapeutics with psychotropics and proton pump inhibitors may be used in the treatment of this condition. Vocal cord dehydration (xerostomia) may also lead to a decrease in the flexibility of the vocal folds. Should this occur, an evaluation with a speech-language pathologist may be used to teach the patient about the importance of hydration in order to prevent voice problems (Bressmann, 2005 
Vocal Cord Dysfunction (VCD):
This condition is a respiratory disorder caused by the paradoxical closure of the vocal cords during breathing, which leads to airway obstruction. Symptoms of VCD range from wheezing to stridor. VCD may be mistaken for asthma, but can be confirmed by performing a pulmonary function test and laryngoscopy. Behavioral therapy is usually used as an adjunctive treatment for this disorder (Bressmann, 2005) .
Speech Therapy
Speech therapy may be utilized for a child with speech delay or for an adult when there is an identified underlying medical condition. For the child with speech delay, the speech/language evaluation may demonstrate that the potential exists that, through speech therapy, the child will reach an age-appropriate level of speech. Some situations for which speech therapy may be appropriate in the prelingual child include: following long-term intubation, chronic otitis media, or after cochlear implant or cleft palate surgery. Speech therapy is generally not appropriate for use in prelingual children when there is no identified underlying medical condition or there is no possibility of the child reaching an age-appropriate level of speech (e.g., speech therapy for learning disabilities, autism, developmental delay or mental retardation; therapy provided for aversion to food, the inability to construct sentences, stuttering or tongue thrust) (Johnson, 2005; Bressmann, 2005; Kroll, 2005) .
Prior to the initiation of speech therapy, a comprehensive evaluation of the patient and his or her speech and language potential is generally required before a full treatment plan is formulated. As part of this evaluation process, an audiological assessment is used to determine the speech reception threshold (SRT). This test uses the Weber and Rinne tuning fork to differentiate conductive from sensorineural hearing loss. Conductive hearing loss is often seen in middle-ear effusions, causing an elevation in higher-frequency hearing thresholds. Once an individual's SRT is determined, discrimination or word recognition ability is tested (Bhattacharyya, 2007 ). An increase of 20 dB represents a tenfold change in sound pressure and also a decrease in the individual's ability to recognize one-syllable words at 25-40 dB above his or her speech threshold. Speech and language impairment ratings include:
• Mild: less than one standard deviation from normal • Moderate: one or two standard deviations from normal • Severe: more than two standard deviations from normal An individual may be diagnosed with a speech or language disorder if the performance measure falls 1.5 deviations from the mean on several standardized tests. For children through age eight, performance of 1.5 is the deviation measure used. For children ages nine and over, a performance deviation, a languageassessment intelligence test and a pragmatic skills test (using checklists, language samples or observation) are also administered. Total test scores (not subtest scores or cluster scores) must fall at least two standard deviations below the mean in order to meet state eligibility criteria for articulation and language disabilities; the reporting of test scores in standard deviation units is required for eligibility decisions. It is acceptable to report percentile ranks and other standard scores in addition to standard deviation units. It is not acceptable to use or report age-equivalent scores (Erlbaum, 1999 ).
Speech therapy services should be individualized and provided one-to-one by a speech-language pathologist educated in the assessment of speech and language development, the treatment of language and speech disorders, and the evaluation of people with swallowing disorders. Whenever appropriate, standardized assessment tests should be used for evaluations to identify and quantify impairment (Kortte, 2002) . Tests that may be used include the following:
• Receptive-Expressive Emergent Language Scale (REEL): infants (birth to three years) Documentation of the proposed treatment should include all of the following:
• findings of the speech evaluation, including motor and expressive results
• short-and long-term measurable goals, with expectations for progress • specific treatment techniques and/or exercises to be used during this treatment • determination of how the goals will be measured and reported every two weeks • expected duration of therapy for goals to be met • documented strategy to transition this supervised therapy to a patient-administered or parentdirected maintenance program
Before continuing speech/language services, the results of these patient-specific measures should demonstrate that the individual is consistently improving and that a plateau (i.e., where no additional meaningful improvements are being measured or are expected to occur) has not been reached. Once the individual has reached their goals or a therapeutic plateau has been reached, then ongoing therapy becomes maintenance in nature.
The use of speech software or computer-based programs (e.g., Fast ForWord ® ), repetitive training devices/exercises or school-based programs are not considered medically appropriate, as they do not involve the formal interaction of one-to-one supervision with a speech-language pathologist. The use of group therapy or speech therapy that is being provided as part of an occupational training program is considered duplicative in nature (Glogowska, 2000) . Greener et al. (2005) reported the results of a meta-analysis that was conducted to assess the effects of formal speech and language therapy and nonprofessional types of support from untrained providers for people with aphasia after stroke. After analyzing 60 studies, only 12 met the criteria for review. Most studies were old and many could not be obtained for review. After reviewing the studies that were available, the authors concluded that speech and language therapy treatment for people with aphasia after a stroke has not been shown either to be clearly effective or clearly ineffective within a randomized controlled trial. Additional research is needed to determine the effectiveness of speech therapy in this population.
Literature Review
In 2004, Law et al. reported on a meta-analysis conducted to determine the effectiveness of speech and language interventions for children with primary speech and language delay/disorder. From the 25 studies reviewed, the authors concluded the results suggest that speech and language therapy is effective for children with phonological or vocabulary difficulties, but there is a lack of evidence that interventions are effective for children with receptive difficulties, and no conclusion could be drawn for the use of expressive syntax interventions. There was also no significant difference found in therapy administered by a professional versus therapy provided by a trained parent, or that group interventions produced better outcomes than individual interventions. The studies did show that using peers with normal language as part of the intervention did have a positive impact on the therapy outcomes.
Paradise et al. (2003) reported on a long-term prospective study of 397 children with persistent MEE who were treated with surgical tympanostomy, and 241 children with no MEE or intermittent MEE who were monitored frequently for the development or recurrence of MEE. This study focused on the impact of MEE on a child's cognitive, language, speech, or psychosocial development. During this study, results showed hearing thresholds were highest (i.e., indicated poorest hearing) in the youngest children and lowest in the oldest children. Mean voice recognition assessment (VRA) thresholds were significantly higher in the 6-8 month age group than in older children. On average, the presence of bilateral MEE was associated with 10-15 dB worse hearing than the normative values for the corresponding age group. These findings underscore the importance of taking into account not only the child's middle-ear status, but also the testing technique employed, patient age, and the clinical significance of the hearing test results.
As part of a Cochrane Systematic Review, to compare the efficacy of speech and language therapy versus placebo or no interventions in patients with Parkinson's disease, three randomized controlled trials were reviewed by Deane and colleagues in 2002. These trials included the review of 63 patients, and the authors concluded that there was insufficient evidence to support or refute the efficacy of speech and language therapy for dysarthria. The population that had been studied was small; outcome measures need to be determined relevant to the patient, and patients should be followed for a minimum of six months after therapy to determine the long-term impact of the therapy.
Summary
Speech therapy services may be appropriate for individuals with a speech impairment that is due to a disease, trauma, an underlying structural malformation or previous therapeutic process. There should be clear documentation of this process, and the goal(s) of therapy should include measures that will be used to demonstrate that a meaningful improvement has occurred as a result of the therapy.
Determination of the medical necessity for speech therapy for an adult or child should be based on the individual's medical condition and the severity of the functional impairment; age-specific functional impairment scores should be used, and the evaluation should be conducted by a certified speechlanguage pathologist. The therapy plan should include measurable goals, testing applications that will be used to measure improvement, and specific timeframes to begin an early transition from one-to-one supervision by a professional to a patient-or family-provided level.
Voice therapy is not considered speech therapy; by definition, voice therapy is the modification of an individual's behavior aimed at minimizing or correcting maladaptive and inappropriate vocal behaviors. 
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